INTRODUCTION
Varied rates of survival to discharge after cardiac arrest are cited in the literature. [1] [2] [3] [4] Factors such as appropriate training for the medical and the paramedical staff, speed of response, early defibrillation, type of the ward, part of the shift and weekends have been implicated in varying outcomes. [1] [2] [3] [4] [5] Code blue is the term used for the process of calling for assistance via phone. We published our data for the period of the years 2007-2009 and noted the survival to discharge rate of 30%. [5] However, the current audit spanned 5 years from January 2007 to December 2011. Data from two periods of time were compared. Despite on-going training, several quality measures, the outcome of the recent batch of cardiac arrest victims was not encouraging. Survival to discharge decreased from 30% to 16%. This may be attributable to increasing incidence of comorbidities in the recent times.
METHODS
The first set of data-data A from 2007 to 2009 was compared with data B of 2009-2011. The procedure for initiating 'code blue' ('code 555') is in place at the hospital for treating individuals with cardio-respiratory collapse. A phone call to 555 from any of the house phones by any of the staff (nurses, doctors or technicians) would automatically dial the emergency room staff, who by pressing buttons 1-4 would dial automatically dial the 'code phone' manned by a registrar from medical intensive care unit, coronary care unit, anaesthesiology and nursing supervisor who are all located within the hospital. This phone call also informs the phone holder from where the code has been raised. The receiver will immediately rush to the location from where the code has been raised and attend to the victim of cardio-respiratory arrest. The co morbidities, the gender distribution, time to arrive at the scene, locations of the arrests, types of electrical arrest patterns on ECG, outcomes in terms of mortality, return of spontaneous circulation (ROSC) and survival rates were assessed.
RESULTS
There were 201 code blue calls in the present audit and 45 of those were false calls. The comorbidities among the patient in this audit are shown in Table 1 . Among the patients who received cardiopulmonary resuscitation (CPR) (n = 156), there were 103 (66%) males and the rest females. During the period 2009-11, significant improvement in the time to commencement of resuscitation was observed [ Figure 1 ]. The number of code blue calls in various locations and the mortality did not vary significantly during the two periods [ Table 2 ]. The rhythm of initial presentation is shown in Table 3 (pulseless electrical activity in 59, ventricular fibrillation in 34, asystole in 63 patients). Among the 156 cases that required resuscitation via the activation of code blue, 101 had a return of spontaneous circulation (ROSC); the rest (55) could not be resuscitated. The overall survival between the periods A and B was 30.8 and 16.6% respectively [ Table 3 ]. Fifty patients from data A and only 24 (48%) survived to discharge even after ROSC, and 51 in data B had ROSC and only 13 (25%) survived 
DISCUSSION
False calls are always better than not being sounded at all; 45 of the calls of the total 201 code blue calls in the present study were false calls. In their study, Hein and coworkers showed the incidence of false cardiac arrest at 21%. [6] In yet another study, Kenward et al. [7] found 150 incidents of false cardiac arrests among 512 calls (29%). There were no patients with single comorbidities in the data for 2009-11 in contrast to the earlier one (2007-09) and this could be taken as a major contributor for a fall in survival to discharge rate from 30% to 16%. About 73.6% of patients had two or more comorbidities in recent period, whereas in the earlier data only about 50% had >1 comorbidity. as observed previously and points to the area for improvement.
This audit had a few weaknesses; the first one is that the data collection was retrospective. Second, most of the patients admitted to our facility were elective adults; therefore, true picture about outcomes after cardiac arrest in children, due to trauma, sepsis and multiorgan failure may not have been captured in our audit. Therapeutic hypothermia was used in 16 of our patients, their outcome and complications have not been included in this audit.
CONCLUSION
Despite continued quality initiative such as basic life support training, feedback about basic life support training, more patients being resuscitated earlier and pre and post BLS knowledge assessment to improve the quality of CPR, the outcome of resuscitation after cardiac arrest did not improve in our facility. This possibly is due to increasing morbidity trend in our patient population. 
INTRODUCTION
Flexible fibreoptic bronchoscopy (FFB) is an indispensable tool for optimal management of intensive care unit (ICU) patients having both diagnostic as well as therapeutic goals. [1] FFB should be performed by experienced individuals as it requires good hand and eye coordination, which can be achieved only by repeated practicing. [2] Practicing the procedure on patients by inexperienced physicians is unethical and harmful to the patient. It is seen that trainees who practiced on cadavers grasped the skill of bronchoscopy earlier in comparison with those who learnt the skill through textbooks. [3] Experienced operators can teach the basic skills of FFB on intubated patients in ICU, but the time spent in examination, and the number of FFBs performed could be insufficient for a satisfactory training. Hence, alternative methods to train the residents before they are allowed to attempt FFB on patients is essential. [4] There are several models and mannequins available to teach resident doctors how to manipulate the fibreoptic bronchoscope. [5] However, these simulators are expensive and have some limitations for wide utilisation. In order to overcome the limitations such as high cost, difficulty in handling by inexperienced persons, and to promote external visualisation, we designed a very low cost, easily made anatomical simulator, for bronchoscopy in ventilated patients. [6] 
